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ABSTRACT 37 

Endothelial function, assessed using brachial artery flow-mediated dilation (FMD), predicts 38 

future cardiovascular disease (CVD) risk. This study established age- and sex-specific 39 

reference intervals for brachial artery FMD in healthy individuals, and examined the relation 40 

with CVD risk factors. In a retrospective study design, we pooled brachial artery FMD 41 

(acquired according to expert-consensus guidelines for FMD protocol and analysis) and 42 

participant characteristics/medical history from 5,362 individuals (4-84 years; 2,076 females). 43 

Healthy individuals (n=1,403 [582 females]) were used to generate age-/sex-specific percentile 44 

curves. Subsequently, we included individuals with CVD risk factors, without overt disease 45 

(un-medicated n=3,167 [1,247 females], and medicated n=792 [247 females]). Multiple linear 46 

regression tested the relation of CVD risk factors (body mass index, blood pressure, 47 

cholesterol, diabetes, dyslipidaemia and smoking) with FMD. Healthy males showed a 48 

negative, curvilinear relation between FMD and age, whilst females revealed a negative linear 49 

relation that started higher, but declined at a faster rate than males. Age- and sex-specific 50 

differences in FMD relate, at least partly, to baseline artery diameter. FMD was related to CVD 51 

risk factors in un-medicated (e.g. systolic-/diastolic blood pressure) and medicated individuals 52 

(e.g. diabetes/dyslipidaemia). Sex mediated some of these effects (P<0.05), with normalisation 53 

of FMD in medicated men, but not women with dyslipidaemia. In conclusion, sex alters the 54 

age-related decline in FMD, which may partly be explained through differences in baseline 55 

diameter. Sex also alters the influence of some CVD risk factors and medication on FMD. This 56 

work improves interpretation and future use of the FMD technique. 57 

 58 

Key words: ageing, sex differences, flow-mediated dilation, reference intervals, risk factors. 59 
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Abbreviations and acronyms 61 

BMI = body mass index 62 

CVD = cardiovascular disease 63 

FMD = flow-mediated dilation 64 

FP = fractional polynomial 65 

HDL = high-density lipoprotein cholesterol 66 

LDL = low-density lipoprotein cholesterol 67 

SD = standard deviation 68 

 69 
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1. INTRODUCTION 86 

The vascular endothelium plays a key role in the maintenance of vascular homeostasis (1). 87 

Since endothelial dysfunction contributes to the development and progression of 88 

atherosclerosis, ultimately leading to cardiovascular disease (CVD) (2), studies have explored 89 

strategies to assess endothelial dysfunction as an early biomarker of CVD (3,4). In 1992, 90 

Celermajer et al. introduced the flow-mediated dilation (FMD) approach; a non-invasive 91 

assessment of endothelial function using ultrasonography (5). Brachial artery FMD has now 92 

become a popular research tool, likely due to its non-invasive nature, responsiveness to 93 

interventions (6,7), and correlation with coronary artery endothelial function (4,8,9). Despite 94 

the independent prognostic value of FMD (10-14), even in asymptomatic individuals (10-95 

12,15), some limitations hamper widespread use of the technique. 96 

 97 

Age- and sex-specific differences in FMD have been consistently reported (16-21), with older 98 

age and male sex being associated with lower FMD values. However, marked differences in 99 

FMD values are present between studies, prohibiting meaningful comparisons. Variation 100 

between laboratories in FMD protocol (e.g. timing, occlusion cuff position) and analysis 101 

(manual versus automated) limits between-laboratory comparison. Consistent implementation 102 

of expert-consensus guidelines (14,22) seems a logical solution to these issues, especially since 103 

strict adherence to these guidelines lowers FMD variability (23). Previous work attempted to 104 

construct age- and sex-specific reference values (24). However, this work did not control for 105 

age-related changes in baseline artery diameter and CVD risk factors, i.e. (patho)physiological 106 

indices that importantly contribute to the magnitude and variation of the FMD. This highlights 107 

the need and importance of age- and sex-specific reference values for FMD, collected when 108 

adhering to protocol guidelines, to facilitate interpretation of FMD outcomes.  109 

 110 
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We combined FMD observations from six laboratories that all strictly adhered to protocol 111 

guidelines (14,25) and performed analysis using automated edge-detection and wall-tracking 112 

software. First, using data from 1,403 healthy individuals, we established age- and sex-specific 113 

reference intervals for brachial artery FMD across the entire lifespan. This data also allowed us 114 

to explore the role of age- and sex-specific differences in baseline artery diameter on FMD. 115 

Secondly, we enriched the dataset with 3,959 individuals with established CVD risk factors (i.e. 116 

above international cut-off normative values) and explored how these risk factors, as well as 117 

medication use, impacted the age- and sex-specific FMD reference values.  118 

 119 

2. METHODS 120 

2.1 Study population.  121 

The data that support the findings of this study are available from the corresponding author 122 

upon reasonable request. Research groups from the International Working Group on Flow-123 

Mediated Dilation identified eligible studies that included assessment of brachial artery FMD. 124 

Studies were included if all measurements were performed with adherence to the expert-125 

consensus guidelines on measuring FMD (14,25) and data collection adhered to the Declaration 126 

of Helsinki. All participants provided oral and written informed consent prior to each individual 127 

study. 128 

 129 

We compiled individual-level brachial artery FMD data with corresponding participant 130 

characteristics and medical history from six laboratories (for the list of contributing laboratories 131 

and investigators, see supplementary file; Table S1). With permission from principal 132 

investigators, we also included unpublished data (32% of total observations). When the original 133 
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studies adopted a methodological design with repeated FMD measurements, we included the 134 

FMD that was performed first. 135 

 136 

For our first objective, i.e. age- and sex-specific reference intervals, healthy individuals (4-84 137 

years; 821 males and 582 females) were selected following stringent inclusion criteria (26), 138 

including (when available): (i) systolic blood pressure <140mmHg and diastolic blood pressure 139 

<90mmHg, (ii) body mass index (BMI) <25kg/m2, (iii) waist circumference <102cm for males 140 

and <88cm for females, (iv) total cholesterol <4.9mmol/L, (v) Low-density lipoprotein 141 

cholesterol (LDL) <3mmol/L, (vi) High-density lipoprotein cholesterol (HDL) >1mmol/L for 142 

males and >1.2mmol/L for females, (vii) triglycerides <1.7mmol/L, (viii) glucose <5.6mmol/L, 143 

(ix) never smoked, (x) no history of metabolic- or CVD/event, and (xi) not taking any 144 

medications or hormone-based contraception/therapy. For the second objective, i.e. impact of 145 

CVD risk factors, the remaining participants with one or more risk factor (n=3,959) were 146 

stratified into un-medicated (males; n=545, females; n=247), and medicated individuals 147 

(males; n=1920, females; n=1247). The medicated subpopulation were taking blood pressure-148 

, lipid- and/or glucose-lowering drugs.  149 

 150 

2.2 Flow-mediated dilation: methodological considerations.  151 

We included brachial artery FMD data from research groups strictly adhering to expert-152 

consensus guidelines (14,25). FMD assessments were performed following standardised 153 

participant preparation procedures (i.e. fasted state, abstained from exercise, caffeine and 154 

alcohol, and timing of menstrual cycle) (27). Following 10-15 minutes of supine rest, brachial 155 

artery diameter was assessed via high-resolution duplex ultrasound using a hand-held probe or 156 

probe-holder approach. B-mode images were obtained and optimized, and Doppler velocity 157 
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was recorded simultaneously. After at least 1 minute of baseline diameter and blood flow 158 

velocity measurement, an occlusion cuff, placed distal to the olecranon process, was inflated 159 

to suprasystolic pressure (i.e. >50mmHg above the participant’s systolic blood pressure) for 5 160 

minutes. Recordings were resumed 30 seconds before cuff deflation, and FMD was recorded 161 

for a further 3 minutes post cuff deflation. 162 

  163 

FMD data were analysed using an automated edge-detection and wall-tracking software 164 

(BloodFlow Analysis [n=3,244] or FMD Studio, Quipu SRL [n=2,118]) which is largely 165 

operator independent, and also substantially more reproducible than manual approaches (28). 166 

These software packages track the vessel walls and blood velocity trace in B-mode frames via 167 

a pixel density and frequency distribution algorithm.(28) An optimal region of interest to be 168 

analysed was selected by the sonographer, based on consistent image quality, with a clear 169 

distinction between the artery walls and lumen. Despite the initial region of interest selection 170 

being operator-determined, the remaining analysis was automated and independent of operator 171 

bias (28). Laboratory-specific details of analysis software and ultrasound machines are reported 172 

in the supplementary file (Table S1). 173 

 174 

2.3 Statistical analysis 175 

Statistical analyses were conducted using IBM SPSS version 25 (SPSS Inc., Chicago, IL) 176 

unless stated otherwise.  177 

 178 

We used multiple imputation chained equations to impute missing values (29) for weight, BMI, 179 

systolic-, diastolic- and mean arterial blood pressure, and baseline- and peak diameter (all 180 
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variables had <20% missing data). We generated five imputed datasets, which were used to fit 181 

the relevant regression models and results reported were obtained from the pooled analyses on 182 

all imputed datasets.  183 

For the definition of age- and sex-specific reference intervals for brachial artery FMD, 184 

calculation of age-specific reference intervals were performed in healthy males (n=821) and 185 

females (n=582) separately. Initially, to account for differences in analysis software, we 186 

performed multiple linear regression including a dummy variable for FMD Studio as an 187 

independent determinant of FMD outcome. The regression coefficient for the dummy variable 188 

(β=0.166%) was used as a calibration factor to rescale individual FMD values obtained using 189 

FMD Studio. To calculate age- and sex-specific reference intervals, we utilised fractional 190 

polynomial (FP) regression (30) in STATA software (Stata Corp., College Station, TX, USA) 191 

with the xrigls command. Age-specific 2.5th, 10th, 25th, 50th, 75th, 90th and 97.5th percentile 192 

curves were calculated as meanFMD + Zp x SD, where Zp assumed the values of -1.96, -1.28, 193 

-0.67, 0, 0.67, 1.28, and 1.96, respectively. Age- and sex-specific percentile curves were also 194 

calculated for baseline brachial artery diameter. Furthermore, Pearson correlation coefficient 195 

was used to assess the relationship between baseline diameter and FMD in both the estimated 196 

(derived from the age- and sex-specific percentile curves) and observed (original) outcomes. 197 

Fisher r-to-z transformation was used to compare the correlation coefficient between males and 198 

females. Sensitivity analyses were conducted whereby age- and sex-specific reference intervals 199 

were calculated for males and females ≥9 years and ≥18 years. 200 

 201 

We examined the relation with CVD risk factors. Based on the equations computed for healthy 202 

individuals, we calculated the expected meanFMD and SDFMD for individuals with CVD risk 203 

factors and calculated age- and sex-specific Z-scores as observedFMD - 204 
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expectedFMD/SDexpectedFMD. Z-scores represent the number of SDs above or below the healthy 205 

population mean (50th percentile) of the same age and sex. 206 

 207 

Multiple linear regression determined the relation of CVD risk factors with FMD Z-scores in 208 

four subpopulations (un-medicated and medicated males and females). Age was included in 209 

the regression model to account for any residual effects on outcomes. Sub-analyses were 210 

conducted for smoking and cholesterol, since limited available data were present for these 211 

variables. We added interaction terms between each risk factor and sex to explore whether the 212 

effects of the model predictors are moderated by sex differences. 213 

 214 

3. RESULTS 215 

Participant characteristics are presented for all males and females in Tables 1 and 2, 216 

respectively.  217 

 218 

3.1 Age-/sex-specific reference intervals for brachial artery FMD in the healthy subpopulation.  219 

The best fitting FPs’ powers (p) for meanFMD and SDFMD were both p=1 for females, which 220 

represents a linear relation between FMD and age. For males, the meanFMD p=0 and SDFMD p=-221 

0.5, indicating a curvilinear relation (Figure 1). The equations derived for estimated FMD for 222 

females were: 223 

meanFMD (%) = 9.5947 – 0.0631 x age 224 

SDFMD (%) = 4.5400 – 0.0349 x age 225 

and, for males: 226 

meanFMD (%) = 7.9279 - 1.5725 x ln(age/10) 227 

SDFMD (%) = 1.4008 + 2.3163 x (age/10)-0.5 228 
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 229 

Given the large difference in available data between sexes in young children, additional FP 230 

regression analyses were performed in individuals ≥9 years and ≥18 years (Supplementary file; 231 

Figures S1 and S2, respectively). These analyses confirmed the primary observations of age- 232 

and sex-dependent variation in FMD. In individuals ≥9 years and ≥18 years we additionally 233 

explored the role of height and found that every 10 cm increase in height is associated with a 234 

0.16 mm (95%CI: 0.14 to 0.18) increase in baseline diameter and a 0.28 % (95%CI: -0.48 to -235 

0.09) decrease in FMD. Importantly, these effects were independent of sex (sex*height 236 

interaction for baseline diameter P=0.481; sex*height interaction %FMD P=0.404). In contrast 237 

our observations in males, we found a negative linear relation between FMD and age in males 238 

≥18 years. Repeating analysis in women and men ≥30 years confirmed the presence of a 239 

negative linear relation between FMD and age in both adult groups (data not shown). Linear 240 

regression was used to explore the effect of scan location (i.e. laboratory) on %FMD, with 241 

laboratories contributing >200 scans being entered in the analysis. With adjustment for basic 242 

demographics (age, sex) and lifestyle (BMI, smoking status) covariates, we found no 243 

statistically significant difference (P≥0.1) for laboratory on %FMD.      244 

 245 

3.2 Age- and sex-specific differences in baseline brachial artery diameter.  246 

The best fitting FPs’ powers (p) for meanBaselineDiameter and SDBaselineDiameter were p=-2 and p=-1 247 

respectively for females, and p=-0.5 and p=-1 respectively for males, indicating a curvilinear 248 

relation in both sexes (Figure 1). 249 

 250 

The equations derived for estimated baseline artery diameter for females were: 251 

meanBaselineDiameter (mm) = 3.3764 – 0.6070 x (age/10)-2 252 

SDBaselineDiameter (mm) = 0.6389 – 0.3195 x (age/10)-1 253 
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and, for males: 254 

meanBaselineDiameter (mm) = 5.8692 – 2.9237 x (age/10)-0.5 255 

SDBaselineDiameter (mm) = 0.7172 - 0.3177 x (age/10)-1 256 

 257 

Corresponding reference intervals (percentiles) derived from the above equations for estimated 258 

FMD and baseline artery diameter are presented in Table 3. 259 

 260 

Correlation analysis demonstrated weak but statistically significant inverse relationships 261 

between observed baseline artery diameter and FMD (female r2=0.163, male r2=0.149; both 262 

P<0.001), which was not different between sex (Fisher’s P=0.697; Figure 2). Additional 263 

analysis between estimated baseline artery diameter and FMD (derived from the equations 264 

above) revealed a strong inverse relation in males (r2=0.975, P<0.001), whilst a significantly 265 

weaker relation was found in females (r2=0.605, P<0.001; Fisher’s P<0.001).  266 

 267 

3.3 Relation of CVD risk factors with FMD percentiles compared to healthy age- and sex-268 

matched individuals. 269 

In the un-medicated subpopulation, lower FMD Z-scores (i.e. lower FMD compared to age-270 

/sex-matched healthy reference values) were found for higher systolic blood pressure in both 271 

males and females (P=0.015 and P<0.001, respectively). Higher diastolic blood pressure was 272 

significantly associated with higher FMD Z-scores in females (P<0.001). Presence of diabetes 273 

was significantly associated with lower FMD Z-scores in males (P<0.001; Table S2).  274 

 275 
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In the medicated subpopulation, presence of dyslipidaemia and diabetes were significantly 276 

associated with lower FMD Z-scores in females (both P=0.01). In males, smoking and diabetes 277 

were significantly associated with lower FMD Z-scores (P=0.022 and P=0.027, respectively), 278 

whilst dyslipidaemia was related to higher FMD Z-scores (P=0.029; Table S2). These 279 

observations are largely reinforced when standardised regression coefficients (per SD increase 280 

in- or presence of CVD risk factor) are presented in Figure 3.  281 

 282 

3.4 Sex differences in the relation of CVD risk factors with FMD Z-scores. 283 

Using sex as an interaction term in the regression model revealed that systolic- and diastolic 284 

blood pressure were stronger determinants for FMD in un-medicated females than in males 285 

(both P=0.019, Figure 3). In the medicated subpopulation, no sex differences were found for 286 

systolic and diastolic blood pressure (Figure 3). Whilst presence of dyslipidaemia was not 287 

significantly affected by sex in the un-medicated group, sex altered the effect of dyslipidaemia 288 

on FMD Z-score in the medicated group (Figure 3). More specifically, FMD was supra-289 

normalised in medicated males, whilst FMD in females was lower in those with dyslipidaemia 290 

compared to healthy age- and sex-matched individuals (P<0.001).  291 

 292 

4. DISCUSSION 293 

Following strict adherence to expert-consensus guidelines (14,25), we provide age- and sex-294 

specific reference intervals for brachial artery FMD, where sex altered the age-related decline 295 

in FMD. Healthy males demonstrated a negative curvilinear relation between FMD and age, 296 

whilst females revealed a linear relation, where FMD started higher, but declined at a faster 297 

rate with age compared to males. Importantly, our work revealed that differences in baseline 298 

brachial artery diameter may, at least partly, contribute to the age- and sex-related differences 299 
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in FMD. This suggests that age- and sex-related differences in FMD in healthy individuals 300 

may, in addition to differences in endothelial function, also relate to age- and sex-related 301 

differences in structural characteristics (i.e. baseline diameter). Additionally, our work 302 

provides insight into how CVD risk factors and (cardiovascular-controlling) medications 303 

influence FMD. We found that some CVD risk factors (e.g. blood pressure, diabetes, 304 

dyslipidaemia, BMI) alter age- and sex-related FMD Z-scores, both in un-medicated and 305 

medicated individuals. Moreover, we found that sex altered the impact of CVD risk factors and 306 

medication. Specifically, a larger impact of blood pressure on FMD was evident in un-307 

medicated females compared to males, whilst dyslipidaemia was associated with a lower FMD 308 

in medicated females, but not in males. Taken together, these reference intervals for brachial 309 

artery FMD importantly contribute to improved interpretation of FMD outcomes, but also 310 

extend our knowledge and understanding of factors that influence FMD. 311 

 312 

In the past years, reference values have been estimated for other (pre)clinical tests of vascular 313 

structure (e.g. stiffness (31,32) and intima-media thickness (33) in large arteries, and 314 

media/lumen ratio in small arteries (34)), which contributed to widespread and valid use of the 315 

technique. Importantly, in these examples, efforts were made to standardise assessment prior 316 

to estimating reference intervals. Similarly, we have pooled data from laboratories that strictly 317 

adhere to guidelines for performance and analysis of brachial artery FMD (14,25). The 318 

importance of following these guidelines is supported by our dataset, in that we found no 319 

between-software or between-laboratory differences in FMD results. Importantly, data were 320 

derived from multiple laboratories, different countries, and involved multiple principal 321 

investigators and sonographers. This emphasises that adhering to expert-consensus guidelines 322 

is essential for the future use of FMD, but also highlights the relevance and robustness of the 323 

age- and sex-specific reference intervals presented in our work. 324 
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 325 

In the healthy population, and in line with most previous work (16,18-20), we observed an age-326 

related decline in FMD in both sexes. Nonetheless, the rate of change differed between sexes. 327 

Early work reported a linear decline in both groups that starts around the 4th or 5th decade of 328 

life (19). Previous studies, however, are limited by the inclusion of a relatively small age range 329 

and/or have included individuals with CVD risk factors. Another limitation is largely ignoring 330 

the potential role of age- and sex-specific differences in baseline artery diameter, which is 331 

relevant since baseline diameter is inversely related to FMD (35-37). The role of baseline 332 

diameter has extensively discussed in expert-consensus FMD guidelines (14,38), and by 333 

various others (39). Differences in baseline artery diameter may partly contribute the lower 334 

FMD in males compared to females, and may also influence the age-related changes in FMD. 335 

Indeed, the age-related decline in FMD in our data set is mirrored by a concomitant increase in 336 

baseline diameter. This effect seems stronger in males than in females, supported by the 337 

stronger relation between estimated FMD and baseline diameter in males. Furthermore, in 338 

children there was a steeper rate of change in males compared to females, which may contribute 339 

to the characteristic drop in FMD in males (and not in females) during childhood and 340 

adolescence in our data set. This suggests that, in addition to age- and sex-related differences 341 

in endothelial function, also baseline diameter may contribute to age- and sex-related 342 

differences in FMD. However, further work is required, preferably related to a prospective, 343 

within-subject design, to better understand the role of baseline diameter to the age-related 344 

changes in FMD. 345 

 346 

The higher FMD in females, but also the steeper decline in FMD with age, compared to males 347 

may relate to differences in sex hormones, especially since oestrogen has been linked to cardio-348 

protective properties (40). These protective effects of oestrogen may work through 349 
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upregulation of nitric oxide (41), or increasing the sensitivity of the endothelium to increases 350 

in shear stress (27,42). Conversely, in contrast with previous research (19,43), the characteristic 351 

drop in sex hormones associated with menopause did not translate to a steeper decline in FMD 352 

in our study. These discrepancies may be attributed to between-study differences in participant 353 

inclusion criteria (e.g. blood pressure/BMI cut-off values). Our data suggests that remaining 354 

within “normal” ranges for CVD risk factors may be protective against the menopause-related 355 

drop in FMD, although the relatively small sample size of women aged >40 years in our study 356 

must be considered as a potential limitation. However, previous studies are limited by the cross-357 

sectional nature, making it difficult to untangle the impact of menopause versus older age. An 358 

alternative explanation for the gradual decline in FMD with age relates to changes in structural 359 

characteristics of the artery wall, including increases in intima-media thickness (33) and arterial 360 

stiffness (31,32). Also other body characteristics, such as muscle mass or height, may 361 

contribute to our findings. Furthermore, age-related increases in retrograde and oscillatory 362 

shear (44) inflammation, and oxidative stress (45) may also contribute to the gradual age-363 

related decline in FMD in healthy individuals. Future work is required to better understand the 364 

nature and physiological mechanisms underlying this change.  365 

 366 

When examining the relation between CVD risk factors and FMD Z-scores, we found that 367 

blood pressure and diabetes were negatively associated with FMD in un-medicated individuals. 368 

This is not surprising, given previous work related to endothelial dysfunction with the presence 369 

of high blood pressure (46) and diabetes (47), whilst these risk factors also impacted sex- and 370 

age-specific reference values for carotid intima-media thickness (33) and arterial stiffness 371 

(31,32). Moreover, the relation between blood pressure and FMD Z-score disappeared in the 372 

medicated subgroup, implying that FMD is not different from healthy controls when using 373 

drugs that target these risk factors. These findings are supported by previous work in blood 374 
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pressure-lowering medication (48), which found these drugs to (in)directly improve endothelial 375 

function in patients. In contrast to our hypothesis, but also conflicting with previous work (49), 376 

no significant impact on FMD in un-medicated individuals was found in other well-established 377 

risk factors, including BMI, cholesterol and smoking. Our observation does not imply that these 378 

traditional risk factors do not alter endothelial function. A potential explanation for these 379 

findings may relate to the small proportion of available data for smoking and cholesterol 380 

variables. Nonetheless, our data confirms that elevated blood pressure is an important risk 381 

factor associated with endothelial dysfunction. A final consideration relates to the potential role 382 

of structural characteristics, especially since our work supports a role for the diameter 383 

explaining age- and sex-related changes in FMD. Previous work found comparable predictive 384 

values of brachial artery diameter and FMD for CVD events in asymptomatic (50) and 385 

symptomatic populations (51). Additionally, within- or between-subject differences in wall 386 

thickness may also explain differences in FMD, especially since changes in the wall-to-lumen 387 

ratio may alter vascular responsiveness in conduit arteries (52). This warrants further work to 388 

explore the role of structural indices, including the diameter and wall thickness, in changes in 389 

FMD, both with older age and in relation to CVD risk factors. 390 

 391 

We also found that sex affects the impact of CVD risk factors and medication on FMD. In un-392 

medicated individuals, systolic- and diastolic blood pressure were stronger determinants of 393 

FMD Z-score in females than in males. These findings fit with previous observations, in that 394 

untreated hypertensive women showed larger endothelial dysfunction (53) and a stronger 395 

relation between hypertension and myocardial infarction incidence compared to men (54). 396 

However, the larger FMD Z-scores in women with a higher diastolic blood pressure were 397 

unexpected. This observation may relate to the inclusion of unmedicated, healthy individuals 398 

who did not present with hypertension. Interestingly, also unmedicated men showed a trend for 399 



17 
 

this positive relation between FMD Z-score and diastolic blood pressure. Interestingly, sex-400 

specific differences for the effect of blood pressure on FMD disappeared in the medicated 401 

group. Additionally, we reported sex differences in the medicated group, with females 402 

demonstrating significantly lower FMD Z-scores than males in the presence of dyslipidaemia. 403 

In fact, FMD Z-scores for medicated males with dyslipidaemia were supra-normalised (i.e. 404 

greater than the healthy population mean of the same age), highlighting the success of drugs 405 

targeting dyslipidaemia in males. Whilst the underlying mechanisms for these sex differences 406 

remain unclear, these observations are extremely important in contemporary medicine where 407 

increased awareness is required that sex differently affects the process of atherosclerosis and 408 

CVD development, as well as the impact of pharmacological treatments.  409 

 410 

Despite the large number of strengths, i.e. large sample size, and all FMD data obtained with 411 

strict protocol guideline adherence, key limitations of this study largely relate to the 412 

retrospective study design. More specifically, data on important factors associated with CVD 413 

risk and vascular function such as physical activity, cardiorespiratory fitness, ethnicity, sex 414 

hormone levels and endothelial markers were not included in the database. These additional 415 

data would have complemented the dataset to gain some mechanistic insight underlying our 416 

major findings.  417 

 418 

5. CONCLUSIONS 419 

In conclusion, we estimated age- and sex-specific percentiles for brachial artery FMD in a 420 

healthy population and explored the relation of CVD risk factors on FMD Z-scores. Notably, 421 

the FMD data included in the present study were obtained with strict adherence to protocol 422 

guidelines (14,25). Despite the large number of studies (and contributing authors) included in 423 
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the analyses, between-study variability was low, emphasising the importance of strict guideline 424 

adherence. More importantly, this also highlights the feasibility and use of FMD for 425 

(pre)clinical work, when guidelines are strictly adhered to. Accordingly, our age- and sex-426 

specific reference values enable better interpretation of FMD outcomes. Moreover, our work 427 

also highlights that sex leads to distinct age-related changes in FMD, but also affects the impact 428 

of some CVD risk factors in (un)medicated individuals.  429 

 430 

6. PERSPECTIVES 431 

Competency in medical knowledge: Sex-specific differences were evident in the age-related 432 

decline in endothelial function, whilst sex also altered the relation between cardiovascular risk 433 

factors and medications versus endothelial function. These data improve our understanding of 434 

endothelial function, highlighting sex-specific differences in the development of 435 

cardiovascular disease and impact of risk factor-targeting medications on endothelial function 436 

in humans. 437 

 438 

Translational outlook: Construction of reference intervals for brachial artery FMD improves 439 

interpretation of FMD data, but also emphasizes the importance of adhering to guidelines in 440 

future FMD studies. This allows for wider uptake of the FMD technique, whilst this may also 441 

facilitate more research to understand the underlying mechanisms of age-, sex- and risk factor-442 

specific differences in endothelial function. 443 

 444 

Sources of Funding: SMH was match-funded by Liverpool John Moores University and the 445 

Top Institute for Food and Nutrition (TIFN) for the completion of this work. 446 



19 
 

 447 

Disclosures: None of the authors report conflict of interest. 448 

 449 

 450 

 451 

 452 

 453 

 454 

 455 

 456 

 457 

7. References 458 

1. Cahill PA, Redmond EM. Vascular endothelium - Gatekeeper of vessel health. 459 

Atherosclerosis 2016;248:97-109. 460 

2. Stary HC. Evolution and progression of atherosclerotic lesions in coronary arteries of 461 

children and young adults. Arteriosclerosis 1989;9:I19-32. 462 

3. Deanfield JE, Halcox JP, Rabelink TJ. Endothelial function and dysfunction: testing 463 

and clinical relevance. Circulation 2007;115:1285-95. 464 

4. Takase B, Uehata A, Akima T et al. Endothelium-dependent flow-mediated 465 

vasodilation in coronary and brachial arteries in suspected coronary artery disease. The 466 

American journal of cardiology 1998;82:1535-9, A7-8. 467 

5. Celermajer DS, Sorensen KE, Gooch VM et al. Non-invasive detection of endothelial 468 

dysfunction in children and adults at risk of atherosclerosis. Lancet 1992;340:1111-5. 469 



20 
 

6. Luscher TF, Taddei S, Kaski JC et al. Vascular effects and safety of dalcetrapib in 470 

patients with or at risk of coronary heart disease: the dal-VESSEL randomized clinical 471 

trial. European heart journal 2012;33:857-65. 472 

7. Green DJ, Smith KJ. Effects of Exercise on Vascular Function, Structure, and Health 473 

in Humans. Cold Spring Harb Perspect Med 2017. 474 

8. Anderson TJ, Uehata A, Gerhard MD et al. Close relation of endothelial function in the 475 

human coronary and peripheral circulations. J Am Coll Cardiol 1995;26:1235-41. 476 

9. Broxterman RM, Witman MA, Trinity JD et al. Strong Relationship Between Vascular 477 

Function in the Coronary and Brachial Arteries. Hypertension 2019;74:208-215. 478 

10. Ras RT, Streppel MT, Draijer R, Zock PL. Flow-mediated dilation and cardiovascular 479 

risk prediction: A systematic review with meta-analysis. International journal of 480 

cardiology 2013;168:344-51. 481 

11. Inaba Y, Chen JA, Bergmann SR. Prediction of future cardiovascular outcomes by 482 

flow-mediated vasodilatation of brachial artery: a meta-analysis. The international 483 

journal of cardiovascular imaging 2010;26:631-40. 484 

12. Matsuzawa Y, Kwon TG, Lennon RJ, Lerman LO, Lerman A. Prognostic Value of 485 

Flow-Mediated Vasodilation in Brachial Artery and Fingertip Artery for 486 

Cardiovascular Events: A Systematic Review and Meta-Analysis. J Am Heart Assoc 487 

2015;4. 488 

13. Vita JA, Keaney JF, Jr. Endothelial function: a barometer for cardiovascular risk? 489 

Circulation 2002;106:640-2. 490 

14. Thijssen DH, Black MA, Pyke KE et al. Assessment of flow-mediated dilation in 491 

humans: a methodological and physiological guideline. American journal of physiology 492 

2011;300:H2-12. 493 



21 
 

15. Xu Y, Arora RC, Hiebert BM et al. Non-invasive endothelial function testing and the 494 

risk of adverse outcomes: a systematic review and meta-analysis. Eur Heart J 495 

Cardiovasc Imaging 2014;15:736-46. 496 

16. Seals DR, Jablonski KL, Donato AJ. Aging and vascular endothelial function in 497 

humans. Clin Sci 2011;120:357-75. 498 

17. Hopkins ND, Dengel DR, Stratton G et al. Age and sex relationship with flow-mediated 499 

dilation in healthy children and adolescents. J Appl Physiol (1985) 2015;119:926-33. 500 

18. Adams MR, Robinson J, Sorensen KE, Deanfield JE, Celermajer DS. Normal ranges 501 

for brachial artery flow-mediated dilation: a non-invasive ultrasound test of arterial 502 

endothelial function. J Vasc Invest 1996;2:146-150. 503 

19. Celermajer DS, Sorensen KE, Spiegelhalter DJ, Georgakopoulos D, Robinson J, 504 

Deanfield JE. Aging is associated with endothelial dysfunction in healthy men years 505 

before the age-related decline in women. Journal of the American College of 506 

Cardiology 1994;24:471-6. 507 

20. Taddei S, Virdis A, Mattei P et al. Aging and endothelial function in normotensive 508 

subjects and patients with essential hypertension. Circulation 1995;91:1981-7. 509 

21. Yao F, Liu Y, Liu D et al. Sex differences between vascular endothelial function and 510 

carotid intima-media thickness by Framingham Risk Score. J Ultrasound Med 511 

2014;33:281-6. 512 

22. Thijssen DHJ, Bruno RM, van Mil A et al. Expert consensus and evidence-based 513 

recommendations for the assessment of flow-mediated dilation in humans. Eur Heart J 514 

2019;40:2534-2547. 515 

23. Greyling A, van Mil AC, Zock PL et al. Adherence to guidelines strongly improves 516 

reproducibility of brachial artery flow-mediated dilation. Atherosclerosis 517 

2016;248:196-202. 518 



22 
 

24. Tomiyama H, Kohro T, Higashi Y et al. Reliability of measurement of endothelial 519 

function across multiple institutions and establishment of reference values in Japanese. 520 

Atherosclerosis 2015;242:433-42. 521 

25. Corretti MC, Anderson TJ, Benjamin EJ et al. Guidelines for the ultrasound assessment 522 

of endothelial-dependent flow-mediated vasodilation of the brachial artery: a report of 523 

the International Brachial Artery Reactivity Task Force. J Am Coll Cardiol 524 

2002;39:257-65. 525 

26. Mancia G, Fagard R, Narkiewicz K et al. 2013 ESH/ESC guidelines for the 526 

management of arterial hypertension: the Task Force for the Management of Arterial 527 

Hypertension of the European Society of Hypertension (ESH) and of the European 528 

Society of Cardiology (ESC). Eur Heart J 2013;34:2159-219. 529 

27. Holder SM, Brislane A, Dawson EA et al. Relationship Between Endothelial Function 530 

and the Eliciting Shear Stress Stimulus in Women: Changes Across the Lifespan Differ 531 

to Men. J Am Heart Assoc 2019;8:e010994. 532 

28. Woodman RJ, Playford DA, Watts GF et al. Improved analysis of brachial artery 533 

ultrasound using a novel edge-detection software system. J Appl Physiol (1985) 534 

2001;91:929-37. 535 

29. Janssen KJ, Donders AR, Harrell FE, Jr. et al. Missing covariate data in medical 536 

research: to impute is better than to ignore. J Clin Epidemiol 2010;63:721-7. 537 

30. Royston P, Wright EM. A method for estimating age-specific reference intervals 538 

('normal ranges') based on fractional polynomials and exponential transformation. J R 539 

Statist Soc A 1998;161:79-101. 540 

31. Bossuyt J, Engelen L, Ferreira I et al. Reference values for local arterial stiffness. Part 541 

B: femoral artery. J Hypertens 2015;33:1997-2009. 542 



23 
 

32. Engelen L, Bossuyt J, Ferreira I et al. Reference values for local arterial stiffness. Part 543 

A: carotid artery. J Hypertens 2015;33:1981-96. 544 

33. Engelen L, Ferreira I, Stehouwer CD, Boutouyrie P, Laurent S, Reference Values for 545 

Arterial Measurements C. Reference intervals for common carotid intima-media 546 

thickness measured with echotracking: relation with risk factors. Eur Heart J 547 

2013;34:2368-80. 548 

34. Bruno RM, Grassi G, Seravalle G et al. Age- and Sex-Specific Reference Values for 549 

Media/Lumen Ratio in Small Arteries and Relationship With Risk Factors. 550 

Hypertension 2018;71:1193-1200. 551 

35. Thijssen DH, Dawson EA, Black MA, Hopman MT, Cable NT, Green DJ. 552 

Heterogeneity in conduit artery function in humans: impact of arterial size. American 553 

journal of physiology 2008;295:H1927-34. 554 

36. Thijssen DH, van Bemmel MM, Bullens LM et al. The impact of baseline diameter on 555 

flow-mediated dilation differs in young and older humans. Am J Physiol Heart Circ 556 

Physiol 2008;295:H1594-8. 557 

37. Herrington DM, Fan L, Drum M et al. Brachial flow-mediated vasodilator responses in 558 

population-based research: methods, reproducibility and effects of age, gender and 559 

baseline diameter. Journal of cardiovascular risk 2001;8:319-28. 560 

38. Thijssen DHJ, Bruno RM, Holder S et al. Expert consensus and evidence-based 561 

recommendations for the assessment of flow-mediated dilation in humans. European 562 

heart journal 2019;Epub ahead of print. 563 

39. Atkinson G, Batterham AM, Thijssen DH, Green DJ. A new approach to improve the 564 

specificity of flow-mediated dilation for indicating endothelial function in 565 

cardiovascular research. Journal of hypertension 2013;31:287-91. 566 



24 
 

40. Miller VM, Duckles SP. Vascular actions of estrogens: functional implications. 567 

Pharmacol Rev 2008;60:210-41. 568 

41. Hayashi T, Yamada K, Esaki T et al. Estrogen increases endothelial nitric oxide by a 569 

receptor-mediated system. Biochem Biophys Res Commun 1995;214:847-55. 570 

42. Huang A, Sun D, Koller A, Kaley G. Gender difference in flow-induced dilation and 571 

regulation of shear stress: role of estrogen and nitric oxide. Am J Cardiol 572 

1998;275:R1571-7. 573 

43. Moreau KL, Hildreth KL, Meditz AL, Deane KD, Kohrt WM. Endothelial function is 574 

impaired across the stages of the menopause transition in healthy women. The Journal 575 

of clinical endocrinology and metabolism 2012;97:4692-700. 576 

44. Padilla J, Simmons GH, Fadel PJ, Laughlin MH, Joyner MJ, Casey DP. Impact of aging 577 

on conduit artery retrograde and oscillatory shear at rest and during exercise: role of 578 

nitric oxide. Hypertension 2011;57:484-9. 579 

45. Donato AJ, Eskurza I, Silver AE et al. Direct evidence of endothelial oxidative stress 580 

with aging in humans: relation to impaired endothelium-dependent dilation and 581 

upregulation of nuclear factor-kappaB. Circulation research 2007;100:1659-66. 582 

46. Ghiadoni L, Huang Y, Magagna A, Buralli S, Taddei S, Salvetti A. Effect of acute 583 

blood pressure reduction on endothelial function in the brachial artery of patients with 584 

essential hypertension. Journal of hypertension 2001;19:547-51. 585 

47. Hamilton SJ, Watts GF. Endothelial dysfunction in diabetes: pathogenesis, 586 

significance, and treatment. Rev Diabet Stud 2013;10:133-56. 587 

48. Taddei S, Virdis A, Ghiadoni L, Sudano I, Salvetti A. Effects of antihypertensive drugs 588 

on endothelial dysfunction: clinical implications. Drugs 2002;62:265-84. 589 



25 
 

49. Maruhashi T, Soga J, Fujimura N et al. Relationship between flow-mediated 590 

vasodilation and cardiovascular risk factors in a large community-based study. Heart 591 

(British Cardiac Society) 2013;99:1837-42. 592 

50. Yeboah J, Crouse JR, Hsu FC, Burke GL, Herrington DM. Brachial flow-mediated 593 

dilation predicts incident cardiovascular events in older adults: the Cardiovascular 594 

Health Study. Circulation 2007;115:2390-7. 595 

51. Shaikh AY, Wang N, Yin X et al. Relations of Arterial Stiffness and Brachial Flow-596 

Mediated Dilation With New-Onset Atrial Fibrillation: The Framingham Heart Study. 597 

Hypertension 2016;68:590-6. 598 

52. Thijssen DH, Willems L, van den Munckhof I et al. Impact of wall thickness on conduit 599 

artery function in humans: Is there a "Folkow" effect? Atherosclerosis 2011;217:415-600 

9. 601 

53. Routledge FS, Hinderliter AL, Blumenthal JA, Sherwood A. Sex differences in the 602 

endothelial function of untreated hypertension. J Clin Hypertens (Greenwich) 603 

2012;14:228-35. 604 

54. Anand SS, Islam S, Rosengren A et al. Risk factors for myocardial infarction in women 605 

and men: insights from the INTERHEART study. Eur Heart J 2008;29:932-40. 606 

 607 

 608 

 609 

Novelty and Significance 610 

What is New? 611 
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 Strong variation between laboratories in performance of the flow-mediated dilation 612 

(FMD) hamper widespread use of this technique, and prohibits meaningful between-613 

laboratory comparison. 614 

 Upon strongly adhering to expert-consensus guidelines for FMD, this study 615 

established age- and sex-specific reference intervals for brachial artery FMD in 616 

healthy individuals, and examined the relation with CVD risk factors.  617 

What is Relevant? 618 

 Men show a negative, curvilinear relation between FMD and age, whilst females 619 

revealed a negative linear relation, which is partly related to baseline diameter.  620 

 Some CVD risk factors, including systolic blood pressure, are related to a lower FMD 621 

in un-medicated individuals.  622 

 The relation between systolic blood pressure and brachial artery FMD disappeared in 623 

medicated individuals. 624 

Summary 625 

 The age-related decline in brachial artery FMD is different between men and women, 626 

which is at least partly explained through differences in baseline diameter.  627 

 CVD risk factors impair brachial artery FMD, with sex altering the influence of some 628 

CVD risk factors and medication on FMD.  629 

 630 

 631 

 632 

 633 
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 640 

 641 
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8. FIGURE LEGENDS 643 

Figure 1: Age-specific percentiles of brachial artery flow-mediated dilation (FMD; percentage 644 

change from baseline) and baseline diameter (in mm) in males (FMD (A) n=821; 645 

baseline diameter (B) n=790) and females (FMD (C) n=582; baseline diameter (D) 646 

n=571).  647 

 648 

Figure 2: Brachial artery flow-mediated dilation (FMD; percentage change from baseline) and 649 

baseline diameter (in mm) in healthy males (A; n=796) and females (B; n=579). 650 

Pearson correlation coefficient was used to determine the relationship between FMD 651 

and baseline diameter in males and females separately. 652 

 653 

Figure 3: Point estimates and 95% confidence intervals represent the increase in brachial artery 654 

FMD Z-score (in SD from the healthy population mean) per SD increase (or 655 

presence) in risk factor resulting from a multivariable regression model including all 656 

risk factors and age for males (●) and females (○). (A) un-medicated males (n=1920) 657 

and females (n=1247); (B) medicated males (n=545) and females (n=247). BMI – 658 

body mass index; SBP – systolic blood pressure; DBP – diastolic blood pressure; 659 

HDL – high-density lipoprotein cholesterol660 
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Table 1: Participant characteristics of the total male population, and healthy, un-medicated and medicated male subpopulations.  

   CVD risk factors 

Characteristics Total Healthy Un-medicated Medicated 

n 3286 821 1920 545 

Age (years) 42±19 26±15 45±17 58±11 

Body mass index (kg/m2) 26.3±5.2 22.2±3.8 27.2±4.6 29.4±5.0 

Systolic blood pressure (mmHg) 130±17 118±13 133±17 137±16 

Diastolic blood pressure (mmHg) 78±13 70±10 81±12 83±11 

Mean arterial pressure (mmHg) 95±14 86±10 98±14 101±13 

Total cholesterol [mmol/L (n)] 5.1±1.0 (1756) 4.2±0.5 (105) 5.3±1.0 (1252) 4.9±1.1 (399) 

LDL cholesterol [mmol/L (n)] 3.2±0.9 (1562) 2.3±0.5 (87) 3.4±0.9 (1139) 3.0±1.0 (336) 

HDL cholesterol [mmol/L (n)] 1.2±0.4 (1613) 1.4±0.2 (89) 1.2±0.4 (1181) 1.2±0.4 (343) 

Total-to-HDL cholesterol ratio (n) 4.4±1.3 (1612) 3.0±0.5 (89) 4.5±1.3 (1180) 4.3±1.3 (343) 

Triglycerides [mmol/L (n)] 1.6±1.1 (1670) 0.9±0.4 (92) 1.6±1.1 (1221) 1.7±1.1 (357) 

Plasma glucose [mmol/L (n)] 5.5±1.5 (1293) 4.7±0.6 (83) 5.3±1.1 (982) 6.6±2.4 (228) 

Baseline artery diameter (mm) 4.37±0.86 3.90±0.83 4.46±0.82 4.75±0.72 

FMD (%) 5.56±2.91 6.66±3.24 5.45±2.72 4.30±2.42 

Current smoker [n (%)] 127 (3.9) 0 102 (5.3) 25 (4.6) 

Diabetes [n (%)] 288 (8.8) 0 107 (5.6) 181 (33.2) 

Dyslipidaemia [n (%)] 1474 (44.9) 0 1074 (55.9) 400 (73.4) 

Blood pressure-lowering medication [n (%)] 499 (15.2) 0 0 499 (91.6) 

Lipid-lowering medication [n (%)] 253 (7.7) 0 0 253 (46.4) 

Glucose-lowering medication [n (%)] 167 (5.1) 0 0 167 (30.6) 

Data are presented as mean±SD. For blood metabolites, n represents the number of available data within the respective subpopulation. For 

categorical data, data are presented as n (percentage of subpopulation). HDL – high-density lipoprotein cholesterol; LDL – low-density lipoprotein 

cholesterol; FMD – flow-mediated dilation. 



30 
 

Table 2: Participant characteristics of the total female population, and healthy, un-medicated and medicated female subpopulations.  

   CVD risk factors 

Characteristics Total Healthy Un-medicated Medicated 

n 2076 582 1247 247 

Age (years) 41±18 28±16 44±16 56±12 

Body mass index (kg/m2) 25.7±6.3 21.6±3.5 26.9±6.1 29.5±7.1 

Systolic blood pressure (mmHg) 125±19 113±12 129±18 138±18 

Diastolic blood pressure (mmHg) 76±12 68±10 78±12 81±14 

Mean arterial pressure (mmHg) 92±15 83±10 94±14 98±17 

Total cholesterol [mmol/L (n)] 5.3±1.0 (1150) 4.3±0.4 (119) 5.1±1.0 (839) 5.3±1.0 (192) 

LDL cholesterol [mmol/L (n)] 3.3±0.9 (999) 2.3±0.4 (93) 3.4±0.8 (737) 3.2±1.0 (169) 

HDL cholesterol [mmol/L (n)] 1.5±0.4 (1026) 1.7±0.3 (99) 1.5±0.4 (755) 1.6±0.4 (172) 

Total-to-HDL cholesterol ratio (n) 3.6±1.0 (1025) 2.6±0.4 (98) 3.8±1.0 (755) 3.6±1.0 (172) 

Triglycerides [mmol/L (n)] 1.2±0.9 (1066) 0.8±0.3 (100) 1.2±0.8 (783) 1.5±1.3 (183) 

Plasma glucose [mmol/L (n)] 5.0±0.9 (866) 4.6±0.5 (107) 5.0±0.7 (656) 5.8±1.6 (103) 

Baseline artery diameter (mm) 3.51±0.66 3.25±0.61 3.58±0.64 3.78±0.66 

FMD (%) 6.62±3.47 7.78±3.77 6.36±3.22 5.18±3.13 

Current smoker [n (%)] 97 (4.7) 0 78 (6.3) 19 (7.7) 

Diabetes [n (%)] 119 (5.7) 0 37 (3.0) 82 (33.2) 

Dyslipidaemia [n (%)] 883 (42.5) 0 708 (56.8) 175 (70.9) 

Blood pressure-lowering medication [n (%)] 216 (10.4) 0 0 216 (87.4) 

Lipid-lowering medication [n (%)] 73 (3.5) 0 0 73 (29.6) 

Glucose-lowering medication [n (%)] 81 (3.9) 0 0 81 (32.8) 

Data are presented as mean±SD. For blood metabolites, n represents the number of available data within the respective subpopulation. For 

categorical data, data are presented as n (percentage of subpopulation). HDL – high-density lipoprotein cholesterol; LDL – low-density lipoprotein 

cholesterol; FMD – flow-mediated dilation.
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Table 3: Age- and sex-specific percentiles of brachial artery FMD (%) and baseline artery diameter (mm) in healthy females and males, derived 

from the predictive equations. 

  Females  Males 

Characteristics 
Age 

(years) 
2.5th 10th 25th 50th 75th 90th 97.5th  2.5th 10th 25th 50th 75th 90th 97.5th 

FMD (%) 5 0.72 3.69 6.35 9.28 12.20 14.87 17.84  -0.15 3.03 5.89 9.02 12.15 15.00 18.18 

 10 0.75 3.60 6.16 8.96 11.77 14.33 17.18  0.64 3.17 5.44 7.93 10.42 12.69 15.21 

 15 0.78 3.51 5.96 8.65 11.34 13.79 16.52  0.84 3.08 5.08 7.29 9.50 11.50 13.74 

 20 0.80 3.41 5.76 8.33 10.91 13.25 15.86  0.88 2.95 4.80 6.83 8.87 10.72 12.79 

 25 0.83 3.32 5.56 8.02 10.47 12.71 15.21  0.87 2.82 4.57 6.49 8.41 10.16 12.10 

 30 0.86 3.23 5.36 7.70 10.04 12.17 14.55  0.83 2.70 4.37 6.20 8.03 9.71 11.57 

 35 0.88 3.14 5.16 7.39 9.61 11.63 13.89  0.79 2.58 4.19 5.96 7.73 9.34 11.13 

 40 0.91 3.05 4.96 7.07 9.18 11.10 13.23  0.73 2.47 4.03 5.74 7.46 9.02 10.76 

 45 0.93 2.95 4.77 6.76 8.74 10.56 12.58  0.68 2.37 3.89 5.56 7.23 8.75 10.45 

 50 0.96 2.86 4.57 6.44 8.31 10.02 11.92  0.62 2.28 3.76 5.40 7.03 8.52 10.17 

 55 0.99 2.77 4.37 6.12 7.88 9.48 11.26  0.57 2.19 3.65 5.24 6.85 8.3 9.93 

 60 1.01 2.68 4.17 5.81 7.45 8.94 10.60  0.51 2.11 3.54 5.11 6.68 8.11 9.71 

 65 1.04 2.59 3.97 5.49 7.02 8.40 9.95  0.46 2.03 3.44 4.98 6.53 7.94 9.51 

 70 1.07 2.49 3.78 5.18 6.58 7.86 9.29  0.41 1.95 3.34 4.87 6.39 7.78 9.33 

 75 1.09 2.40 3.57 4.86 6.15 7.32 8.63  0.36 1.88 3.25 4.76 6.26 7.64 9.16 

 80 1.12 2.31 3.38 4.55 5.72 6.78 7.97  0.31 1.82 3.17 4.66 6.15 7.50 9.01 

Baseline artery 10 2.14 2.36 2.56 2.77 2.98 3.18 3.40  2.16 2.43 2.68 2.95 3.21 3.46 3.73 

diameter (mm) 15 2.27 2.56 2.82 3.11 3.39 3.65 3.94  2.49 2.84 3.14 3.48 3.82 4.13 4.47 

 20 2.29 2.61 2.90 3.22 3.55 3.84 4.16  2.71 3.09 3.43 3.80 4.18 4.52 4.90 

 25 2.28 2.63 2.94 3.28 3.62 3.93 4.28  2.86 3.26 3.62 4.02 4.42 4.78 5.18 

 30 2.27 2.63 2.95 3.31 3.67 3.99 4.35  2.98 3.40 3.77 4.18 4.59 4.96 5.38 

 35 2.25 2.63 2.96 3.33 3.69 4.03 4.40  3.08 3.50 3.89 4.31 4.73 5.11 5.53 

 40 2.24 2.62 2.96 3.34 3.71 4.05 4.43  3.16 3.59 3.98 4.41 4.83 5.22 5.66 
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 45 2.23 2.62 2.97 3.35 3.73 4.07 4.46  3.22 3.66 4.06 4.49 4.92 5.32 5.76 

 50 2.23 2.62 2.97 3.35 3.74 4.09 4.48  3.28 3.72 4.12 4.56 5.00 5.40 5.84 

 55 2.22 2.61 2.97 3.36 3.75 4.10 4.49  3.33 3.78 4.18 4.62 5.06 5.47 5.92 

 60 2.21 2.60 2.97 3.36 3.75 4.11 4.51  3.37 3.83 4.23 4.68 5.12 5.53 5.98 

 65 2.21 2.60 2.97 3.36 3.76 4.12 4.52  3.41 3.87 4.27 4.72 5.17 5.58 6.03 

 70 2.20 2.60 2.97 3.36 3.76 4.12 4.53  3.45 3.90 4.31 4.76 5.21 5.62 6.08 

 75 2.20 2.60 2.97 3.37 3.77 4.13 4.53  3.48 3.94 4.35 4.80 5.25 5.67 6.12 

 80 2.19 2.60 2.97 3.37 3.77 4.13 4.54  3.51 3.97 4.38 4.84 5.29 5.70 6.16 

FMD – flow-mediated dilation
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